THE DIVISION OF HEALTH OF MISSOURI

No . 300 .
-0 | FILED APR 27 1955 STANDARD CERTIFICATE OF DEATH Stote File N e
BIRTH NO. REG. DIST. NO. _____31 8 PRIMARY REG. DIST. l01_0.(_)_3 Kegistrar's No 1966
1. PLACE OF DEATH . 2. USUAL RESIDENCE (Where decessed lived. If tution: residence befors
@ a. COUNTY - a. STATE ms Souri b, COUNTY admision).
b CITY auuld.- corpurate limits, write RURAL and give c. LENGTH OF || «c. CITY-, £ ‘?j 0 &L s Resldence within limits of
OR woal ST, col OR * a
oww St, Louls, Mo, fommetip] 2 AY tmisplacel]l SO Lemay ‘V-' ; L ety R
Fl!-l%SLPIIq‘Pﬂ_EOOF (If ot in heapital or izstitution, give strect addres or loeation) ADDRESS (If rural, give location) Fi
instituTion. St, Anthonys Hospltal 149 Laredo
3. NAME OF a. (First) N b. (Middle) ¢. (Last) 4. DATE (Manth)  (Dsy)  (Yea)
DECEASED A
(v 2ot Mary A, Brante _ pEAH J=1=
, 6. COLOR OR RACE | 7. MARRIED, NEVEECPESRRIED. 8. DATE QF, BIRTH 9. AGE (In years] r UNDER | TEAR | o LnNDER u WE3.
f‘emale ’white HEWPY VR o=y | Sept,12,1888 | GBS |Morn] Pun | Houm | M.
10a. USUAL OCCUPATION (Gl kind of werk | 10b. KIND OF BUSINESS OR IN- | 11 BIRTHPLACE ¢\ vag Seuce or Foraign Comnter) ()] 12 CITIZEN OF WHAT
hougenitTe """ | home OUSTRY | 3¢, Iouis, Mo COUNTRY?
13a. FATHER'S NAME 13b. MOTHER™ S MAIDEN NAME 14. NAME OF HUSBAND'OR WIFE
i Chas, Tessmer {Mamie Mahon { Phillip Brante
I15. WAS DECEASED EVER IN U.S.ARMED FORCES? | 16. SOCIAL SECURH‘J 17. INFORMANT'S SIGNATURE OR NAME ADDRESS -
ﬁbm.ozunknown) l (llr-.qinwnrﬁaﬂélmiu) none . Phillip BI'ante 149 Laredo Lemy’mo.

|| 18. CAUSE OF DEATH . . MEDICAL CERTIFICAT] X — TAVERVAL GETWEEN
. Enter only onecauseper | . DISEASE OR CONDITION N . ! - ﬁ TH
line for {8}, (b}, and (c) DIRECTLY LE_ADING TO I?OEJ»\TM'(a 7J , » g2, a_ ﬁg )
*This docs not mean | ANTECEDENT CAUSES /i t g

the mode of dying, such |  Morbid conditions, if any, giring DUE TO (b) b g .

a3 heart faflure, asthenda, | rise to the above cause (a) sating

cte. It.menns the dis- | ‘tAe underlying cause layt. B . ad‘ t 1 -

case, injury, or compli DUE TO {c} t '/@ WW—«\ W

tion which caused death. II OTHER SIGNIFICANT CONDITIONS ¥ V

- Omdu{mumribuﬂuatathzdeathbmw
related to the disease or conditlon causing death.

WRITE PLAI{NLY'—USING UNFADING BLACK INKE—MAKE A PERMANENT RECORD

19a. DATE OF QPERA- | 19b. MAJOR FINDINGS OF OPERATION | . . .. . . | 20. AUTOPSY?
TION . . . k
: ves (1 wo [
21a. ACCIDENT {Bpecily) 21b. PLACEOF INJURY (e.x..inorabout | 21c. (CITY, TOWN. OR TOWNSHIP) (COUNTY) (STATE)
v . SUICIDE boma, fsrm, [sotory, strest, office bidg..#10.)
HOMICIDE ‘ 3 ) o Lok
21d. TIME {Month) (Day) (Year) (Heur) 21s. INJURY QCCURRED | 21f. HOW DID [NJURY OCCUR?
.o WHILE AT} NOT WHILE
¢ INJURY = | “work |_I- AT work Vi 4 Y20 |
2] hercby cefttfy that I auend the deceased from MIQ o MB , that I last saiw the deceased
alwe gn , and that death occurred al m., from the causes and on the date staled above,
23, SIG ATURE (Degres or titlp) Bb. DRESS - ) o _ 7SIGNED
BURIAL CREMA- | 24b. DATE 24z, I\AME OF CEMETERY OR CREMATOH.Y 24d, LOCATION (Olti;wﬁ'n,oxc@ty) (Btate)
TlON REMOV& (Bpecifr) . o At . PP
remo 3=l-55 Sunset Burial Park St,LoulsCounty,Mo,"

DATE REC'D BY L%(.:E%L R RAR’S SIGNATURE

ruuemu.. DIRECTOR' 8 81 _ ADORESS '
Eﬁeﬁnﬁ ;%{H&’??St Louls Mo.

—-,W {Licensed et’s Sulemgnt on Reverse Side)




Dr, Ed. Massie

at Barnes or Jewlsh Hospltal

Wed, Morning or at office .
Ls7 N, Kingshighway
130 to 5 p.‘m.

STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side' of this certificate was emba

DY Me, OF By .o i iiiei it iietei s s ree e e aearba e an » Student Embalmer No,......

working under my personal supervision..

LT, U3 Signe %‘4{4{% ..... p

Signature of Student Embalmer

enséd Embalmer NO?_‘S!

o 0. adtress 1222.5 Y/

-

".Note: The above M UST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fai
to comply with the above constitutes grounds for revocation of license),
If embalmed by a STUDENT, he also shall sign in his OWN handwntmg
t4 this body is not embaimed, fact should be so stated above,




